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Lampiran 1 : 

Format Pengkajian Asuhan Keperawatan 

FORMAT ASUHAN KEPERAWATAN ANAK  

I. Biodata 

A. Identitas Klien 

1. Nama : .............................................................................. 

2. Tempat Tgl Lahir/Usia :..................................................................... 

3. Jenis Kelamin :.............................................................................. 

4. Agama : .............................................................................. 

5. Pendidikan :.............................................................................. 

6. Alamat : .............................................................................. 

7. Tgl Masuk :  .................................... (Jam ) 

8. Diagnosa Medik : .............................................................................. 

B. Identitas Penanggung Jawab 

1. Nama :.............................................................................. 

2. Usia :.............................................................................. 

3. Pekerjaan :............................................................................. 

4. Alamat :.............................................................................. 

 

II. Riwayat Kesehatan 

A. Keluhan utama 

B. Riwayat penyakit dahulu 

C. Riwayat penyakit keluarga 

III. Riwayat Imunisasi 

 

No Jenis immunisasi 
Waktu 

pemberian 
Frekuensi 

Reaksi 

setelah 

pemberian 

Frekuensi 

1. BCG     

2. DPT (I,II,III)     

3. Polio (I,II,III,IV)     

4. Campak     
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5. Hepatitis     

IV. Riwayat Tumbuh Kembang 

A. Pertumbuhan Fisik 

Berat badan  : ………………kg 

Tinggi badan  :……………. cm. 

Waktu tumbuh gigi …………………. 

Jumlah gigi ………………….............  

B. Perkembangan Tiap Tahap 

Usia anak saat 

1. Berguling :........................... bulan 

2. Duduk  :........................... bulan 

3. Merangkak :........................... bulan 

4. Berdiri  :........................... bulan 

5. Berjalan  :........................... bulan 

6. Senyum kepada orang lain pertama kali :........................... tahun 

7. Bicara pertama kali :........................... tahun. Dengan menyebutkan 

:........................... 

8. Berpakaian tanpa bantuan :........................... tahun 

 

C. Riwayat Nutrisi 

D. Reaksi Hospitalisasi 

1. Pengakaman keluarga tentang sakit dan rawat inap 

Ibu membawa anaknya ke RS karena :.................................................. 

Apakah dokter menceritakan tentang kondisi anak :................................. 

Perasaan orang tua saat ini :................................................................... 

Orangtua selalu berkunjung ke RS :....................................................... 

Yang akan tinggal dengan anak :............................................................. 

2. Pemahaman anak tentang sakit dan rawat inap :.................................. 

E. Toilet training 

 

V. Pemeriksaan Fisik 

A. Keadaan umum :....................................................................................... 

B. Kesadaran :............................................................................................... 

C. Tanda-tanda vital : 

Tekanan darah  :....................... mmHg Nadi :....................... x/menit 

Suhu    :.......................
o
C  Pernapasan :.............. x/menit 

D. Berat badan :..................................  Tinggi badan :....................... 

E. Kepala 

Inspeksi 

Keadaan rambut & hygiene kepala :..................................................... 

Warna rambut :..................................................... 

Penyebaran :......................................................... 

Mudah rontok :....................................................... 

Kebersihan rambut :................................................ 

Palpasi 

Benjolan : ada / tidak ada  :....................................................... 
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Nyeri tekan : ada / tidak ada  :....................................................... 

Tekstur rambut : kasar/halus  :....................................................... 

F. Muka 

Inspeksi 

Simetris / tidak :......................................................... 

Bentuk wajah :.........................................................  

Gerakan abnormal :.........................................................  

Ekspresi wajah :............................................................  

Palpasi 

Nyeri tekan / tidak  :......................................................... 

Data lain :.......................................................................... 

G. Mata 

Inspeksi 

Pelpebra : Edema / tidak 

   Radang / tidak  

Sclera : Icterus / tidak 

Conjungtiva : Radang / tidak 

    Anemis / tidak 

Pupil : Isokor / anisokor 

    Myosis / midriasis 

    Refleks pupil terhadap cahaya :  

Posisi mata : Simetris / tidak :............................................................ 

Gerakan bola mata :............................................................................. 

Penutupan kelopak mata :................................................................... 

Keadaan bulu mata :............................................................................ 

Keadaan visus :.................................................................................... 

Penglihatan : Kabur / tidak 

    Diplopia / tidak 

Palpasi 
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Tekanan bola mata :............................................................................... 

Data lain :........................................................................................... 

H. Hidung & Sinus 

Inspeksi 

Posisi hidung :....................................... Bentuk hidung :........................... 

Keadaan septum :.................................. Secret / cairan :............................ 

Data lain :.......................................................................................... 

I. Telinga 

Inspeksi 

Posisi telinga :......................... Ukuran / bentuk telinga :............................ 

Aurikel :.................................. Pemakaian alat bantu :............................ 

Lubang telinga : Bersih / serumen / nanah 

Palpasi 

Nyeri tekan / tidak 

Pemeriksaan uji pendengaran 

Rinne :............................ Weber :............................ 

Swabach :............................ Pemeriksaan vestibuler :............................ 

Data lain :.............................................................................................. 

J. Mulut 

Inspeksi  

Gigi 

Keadaan gigi :.............................................................................................. 

Karang gigi / karies :.................................................................................... 

Pemakaian gigi palsu :.................................................................................... 

Gusi 

Merah / radang / tidak :............................................................................... 

Lidah 

Kotor / tidak :............................................................................................. 
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Bibir 

Cianosis / pucat / tidak :................................................................................. 

Basah / kering / pecah :................................................................................. 

Mulut berbau / tidak :............................................................................... 

Kemampuan bicara :.................................................................................... 

Data lain :.............................................................................................. 

K. Tenggorokan 

Warna mukosa :.............................................................................................. 

Nyeri tekan :.............................................................................................. 

Nyeri menelan :.............................................................................................. 

L. Leher 

Inspeksi 

Kelenjar thyroid : Membesar / tidak 

Palpasi 

Kelenjar thyroid : Teraba / tidak 

Kaku kuduk / tidak :...................................................................................... 

Kelenjar limfe : Membesar atau tidak 

Data lain :.............................................................................................. 

M. Abdomen 

Inspeksi 

Membuncit :.............................................................................................. 

Ada luka / tidak :...................................................................................... 

Palpasi 

Hepar :.............................................................................................. 

Lien :.............................................................................................. 

Nyeri tekan :.............................................................................................. 

Auskultasi 

Peristaltik :.............................................................................................. 
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Perkusi  

Tympan :..............................................................................................i 

Redup :.............................................................................................. 

Data lain :.............................................................................................. 

N. Genitalia dan Anus :...................................................................................... 

 

VI. Pemeriksaan Penunjang 

……………………………………………………….. 

……………………………………………………….. 

……………………………………………………….. 

VII. Terapi 

……………………………………………………….. 

……………………………………………………….. 

………………………………………………………. 
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ANALISA DATA 

No Data (Symptom) Penyebab (Etiologi) Masalah (problem) 

    

 

INTERVENSI KEPERAWATAN 

No Diagnosa 

keperawatan 

Tujuan dan kriteria 

hasil 

intervensi rasional 
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IMPLEMENTASI KEPERAWATAN 

No Waktu 

(Tgl&Jam) 

Tindakan TTd Waktu 

(Tgl&Jam) 

Catatan 

perkembangan 

(SOAP) 

TTd 

       

 

EVALUASI KEPERAWATAN 

Nama Klien :……………………                           No.Rekam Medik:…………… 

Diagnosa 

keperawatan 

Tgl/Jam Catatan 

Perkembangan 

Paraf 
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Lampiran 2 : 

Surat Pengantar Studi Pendahuluan 
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Lampiran  3 : 

Surat Balasan Studi Pendahuluan 
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Lampiran 4 : 

Lembar Bimbingan 
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Lampiran 5 : 

Lembar Revisi Proposal 
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Lampiran 6 :  

Lembar Konsul Bimbingan 1 
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Lampiran 7 : 

Lembar Konsul Bimbingan 2 
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Lampiran 8 : 

Lembar Revisi Sidang 

 


